METHODS

Data Sources
We analyzed data from 2 national surveys conducted annually by federal agencies. For data on insurance status and demographic characteristics, we analyzed the annual March Supplement (recently renamed the Annual Social and Economics Supplement) to the Current Population Survey (CPS), which collects current demographic information and data about health insurance in the previous calendar year. The CPS first collected comprehensive information on health coverage in 1988. Conducted by the Census Bureau in multiple languages, the survey includes a large sample (232 865 in 2005) representative of the US civilian noninstitutionalized population.
We considered persons to be uninsured if they reported neither public nor private insurance and denied that they had "CHAMPUS, veterans, or military health care." (CHAMPUS [the Civilian Health and Medical Program of the Uniformed Services] is an insurance program for some active-duty and retired military personnel). To construct a time series from 1987, we analyzed veterans' health coverage with the insurance definitions and population weights used by the Census Bureau. 8 The CPS included no questions on access to care and only a single question on health status ("Would you say that your health in general is excellent, very good, good, fair, or poor?"). Therefore, we supplemented our CPS analyses with data from the 2002 to 2004 National Health Interview Surveys (NHIS).
The NHIS, conducted by the National Center for Health Statistics, interviewed 36 579 households in 2004, yielding demographic, health insurance, and some general health information on 94 460 persons. A more detailed set of health questions was asked of 31 326 adults. The 2002 and 2003 NHIS samples were of similar size. Because the NHIS samples were smaller than those of the CPS, we preferentially reported CPS results for variables that were available from both surveys.
The NHIS enumerates veterans only if they were honorably discharged from the military, thus identifying slightly fewer veterans than did the CPS. The CPS and NHIS define health insurance similarly, although the NHIS includes more detail on military and VA health care coverage. The CPS and As clinicians at an urban public hospital, we often care for uninsured patients. Recently, we noted that several patients without coverage were combat veterans. We were surprised. We, and most colleagues with whom we conferred, assumed that all veterans qualify for care at Veterans Health Administration (VA) hospitals and clinics.
In fact, only a minority of veterans-those disabled by military service-are automatically eligible for VA care. The Veterans Eligibility Reform Act of 1996 opened VA enrollment to all veterans, although nonpoor veterans were required to make copayments of up to $50 per day for outpatient care. (Poor is defined by assets and an income threshold that varies with location and family size. In general, veterans earning more than $30 000 per year are not eligible for free care.) However, a July 18, 2002, memo from the deputy undersecretary for health for operations and management ordered VA regional directors to "ensure that no marketing activities to enroll new veterans occur," citing "demand for healthcare that exceeds our resources" and "very conservative OMB [ NHIS provide weights that allowed for extrapolation of the surveys' data to the entire US population.
Data Analysis
We performed most analyses with SAS version 8.1 (SAS Institute Inc, Cary, NC). For the NHIS data, we computed confidence intervals (CIs) and conducted a χ 2 test using SUDAAN version 8.0.1 (Research Triangle Inst, Research Triangle Park, NC), which corrects for clustering caused by the complex sample design. It was not possible to compute precise CIs for the CPS, because the Census Bureau did not publicly release the clustering variables. In keeping with Census Bureau conventions, we reported univariate estimates without CIs but with the caveat that small differences should be interpreted cautiously. We used multiple logistic regression on the 2005 CPS data to assess whether veteran status was protective against being uninsured in 2004 after we controlled for demographic covariates; we report CIs that were not adjusted for clustering. We doubt that these approximations introduced major errors. Generally, for large samples, adjustment for clustering widens the CIs only modestly. The odds ratios (ORs) that we report as statistically significant would remain so even if the CIs were increased 2 to 3 times.
For the multivariate model, we excluded persons younger than 18 years (none of whom were veterans) and persons older than 64 years (few of whom were uninsured, because of their eligibility for Medicare). We designated the probability of being uninsured as the dependent variable. Our a priori assumptions about policy-relevant predictors of health insurance coverage led us to include the following independent variables in the model: veteran status, family income below 200% of the federally defined poverty level, being older than 44 years, gender, having a job, educational attainment higher than high school graduation, and being a non-Hispanic White. We tested the model for interactions between veteran status and other independent variables; only male gender showed an interaction. Therefore, we also analyzed models stratified by veteran status. We repeated the logistic regression analysis on the 2001 CPS (for calendar year 2000, when the number of uninsured veterans was at its alltime low) to examine recent time trends. Table 1 displays the demographic, military service, and employment characteristics of insured and uninsured veterans. Most veterans (insured as well as uninsured) were men and were older than 44 years. Uninsured veterans were poorer than those with coverage, and in univariate analysis, were much more likely to be in the labor force (i.e., holding jobs or looking for work).
RESULTS
Characteristics of Uninsured Veterans
In a multivariate analysis of nonelderly adults in the 2005 CPS (Table 2) , veterans were less likely to be uninsured than were nonveterans (OR = 0.621; 95% CI = 0.578, 0.664). Other predictors of coverage were higher income (above 199% of the federally defined poverty level), older age (age 44 and older), more education (greater than high school education), and being non-Hispanic and White. Although holding a job showed no relationship to insurance status after we controlled for multiple other factors, colinearity with income made this finding suspect. Men were significantly more likely to be uninsured (OR = 1.429; CI = 1.388, 1.471), although in the stratified analysis this was true only for nonveterans.
Data from the 2004 NHIS, which included more detail on military and VA coverage than did the CPS, showed that 7.2% of honorably discharged veterans were uninsured. An additional 7.8% of veterans reported receiving VA care, nearly half of whom (3.3% of veterans, 738 000 people) had no other coverage.
Barriers to Care for Uninsured Veterans
We used the NHIS data to explore access to care during the past year for uninsured  RESEARCH AND PRACTICE  Veterans who reported VA care but no other coverage were similar to insured veterans in their utilization of care (data not shown), although they were sicker, poorer, and slightly more likely to report unmet medical needs than insured veterans. Table 4 and Figure 1 display the number of uninsured veterans each year since 1987. The number peaked in 1993, when 2.63 million veterans had no coverage and 14.2% of nonelderly veterans were uninsured. During the mid-and late 1990s, the proportion of veterans aged 18 to 64 years who lacked coverage declined, reaching a low of 9.9% in 2000. Since 2000, this proportion has risen again to 12.7%, the highest since 1997.
Trends in Uninsured Rates
Relative to other working-age adults (and in absolute terms), veterans' coverage improved between 1993 and 2000. Before 1993 and after 2000, uninsured rates for the 2 groups moved in tandem, although veterans' rates remained lower.
In logistic regression models derived from 2001 CPS data (for health insurance in 2000), veteran status was somewhat more protective against being uninsured (OR = 0.519; CI = 0.476, 0.562) than in 2004 when the OR was 0.621, confirming that veterans' coverage advantage has declined in recent years.
DISCUSSION
Our analysis indicates that 1.8 million veterans are uninsured. Like the other 45 million uninsured persons in the United States, uninsured veterans forgo needed doctor visits, preventive care, medications, and other services.
The lack of health insurance among veterans, although long standing, appears to be worsening. Despite a shrinking population of working-age veterans, the number who were uninsured increased by nearly 300 000 between 2000 and 2004.
Several factors may have caused this increase. A ban on marketing VA services to new enrollees in 2002, followed by the narrowing of eligibility for VA care in early 2003, may be partially responsible. However, populationwide trends (e.g., the erosion of employment-based coverage since 2000) 8 probably contributed. Conversely, the dip in the number of uninsured veterans during the late 1990s coincided with both an economic boom and an expansion of VA eligibility under the Veterans Eligibility Reform Act of 1996. Several caveats apply to our findings. First, some veterans may have misunderstood questions in the CPS and failed to report that they were receiving VA health services. If so, our CPS-based analysis would overstate the number of uninsured veterans. However, the NHIS included much more detailed questions about military and veteran health care and yielded only slightly lower estimates of the number of uninsured veterans than those of the CPS. Even this slight discrepancy probably reflects the fact that only honorably discharged veterans were classified as veterans in the NHIS, whereas all veterans were included in the CPS definition. Because both surveys were household based, Note. Nonelderly was defined as a person between the ages of 18 and 64 years; elderly was defined as a person 65 years or older. Because the Census Bureau did not publicly release information on the clustering variables, it was not possible to compute precise confidence intervals. Thus, small differences should be interpreted cautiously.
veterans who were homeless (approximately 200000), 9 incarcerated (approximately 225000), 9 or institutionalized at the time of the survey were excluded. Veterans whom we classified as uninsured reported as many problems in access to care as did other uninsured individuals, indicating that these veterans were functionally uninsured. Small year-to-year changes in the number of uninsured veterans in the CPS should be interpreted cautiously because the Census Bureau's data collection methods underwent several minor revisions. In the 1993 CPS and 2003 CPS (data years 1992 and 2002, respectively) the population weights were readjusted to reflect unanticipated population shifts discovered in the 1990 and 2000 censuses. Although these adjustments modestly affected the year-to-year changes, they should not have distorted longer-term trends or findings in the most recent years. In 1993, computerassisted interviewing replaced pencil-and-paper methods. The Census Bureau shifted its definitions of health insurance slightly, including a redesign of the health insurance questionnaire in 1995 and the decision in 1998 to begin classifying individuals reporting only Indian Health Service coverage as uninsured. These definitional changes had opposite and negligible effects on estimates of the total number of uninsured persons.
Although the precise number of uninsured veterans and the exact magnitude of the recent upswing are uncertain, it is clear that many veterans are uninsured and that their numbers are increasing. This is particularly worrisome because the influx of casualties from current conflicts may further strain VA resources.
Addressing the problem of uninsured veterans by expanding VA eligibility is, in some respects, attractive. The VA appears to offer more-equitable care 10 of equivalent 11 or higher quality [12] [13] [14] compared with that of private sector alternatives. However, massive capital investments in new VA facilities would be needed to provide care for uninsured veterans, many of whom live far from existing VA facilities. Creating VA capacity throughout the nation would, in many cases, entail the unnecessary duplication of existing nonfederal hospitals and clinics. Moreover, even such a massive VA expansion would still leave millions of veterans' family members uncovered.
The predicament of uninsured veterans is typical of the health care dilemma facing many working families. Like other uninsured adults, most uninsured veterans are low-to middle-income workers who may be too poor to afford private coverage but are not poor enough to qualify for Medicaid or free VA care. The VA provides a safety net for some of the mostly male veteran population and accounts for much of the advantage in insurance coverage that veterans enjoy compared with nonveterans. As with the safety net programs that predominantly enroll women and children (Medicaid and sCHIP [State Children's Health Insurance Program]), 15 however, many fall through the gaps.
The disturbing scene of returning soldiers left without care is a stark reminder that the United States is a nation bound by mutual obligations and shared responsibility. We owe veterans care not because they can pay for it nor because they are heroes but-as their sacrifices remind us-because members of a society are obligated to serve and protect each other.
